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AIM To explore whether increasing parental education has a causal effect on risk of cerebral
palsy (CP) in the child, or whether unobserved confounding is a more likely explanation.
METHOD We used data from Norwegian registries on approximately 1.5 million children born
between 1967 and 2011. We compared results from a traditional cohort design with results
from a family-based matched case–control design, in which children with CP were matched
to their first cousins without CP. In addition, we performed a simulation study to assess the
role of unobserved confounding.
RESULTS In the cohort design, the odds of CP were reduced in children of mothers and
fathers with higher education (adjusted odds ratio [OR] 0.67, 95% confidence interval [CI]
0.60–0.75 for maternal education, and adjusted OR 0.75, 95% CI 0.67–0.85 for paternal
education). In the family-based case–control design, only an association for maternal
education remained (adjusted OR 0.80, 95% CI 0.64–0.99). Results from a simulation study
suggested that this association could be explained by unobserved confounding.
INTERPRETATION A causal effect of obtaining higher education on risk of CP in the child is
unlikely. Results stress the importance of continued research on the role of genetic and
environmental risk factors that vary by parents’ educational level.
Cerebral palsy (CP) is an umbrella term for a group of
conditions characterized by motor impairments with a
prevalence of about 2 per 1000 live births.1 The prevalence
of CP has decreased in Europe in recent years, most prob-
ably because of better obstetric and neonatal care.1,2 Still,
for most children with CP, the brain damage leading to
the disorder cannot be predicted or prevented.3
The risk of CP in the child decreases with increasing
parental education, but the underlying causal pathways are
unknown.4,5 Norway has low income inequality and offers
all pregnant women antenatal care free of charge. Yet,
important educational differences in health behaviours and
in risk of pregnancy and delivery complications are consis-
tently documented.6 Increasing parental education may
have a causal effect on CP risk through various modifiable
factors. For instance, higher education could make the
pregnant woman or her partner more informed and better
equipped to follow health advice, which could possibly
reduce the risk of CP.7 However, the association could also
be due to common causes; that is, environmental and/or
genetic factors that affect both parental educational level
and the risk of CP. For example, parents who themselves
grew up in a family with low socio-economic status are less
likely to have attained a higher education, more likely to
smoke, be overweight, and have a poor diet as
adults,8 which in turn could affect risk of CP in their off-
spring.9 Similarly, a parent with a chronic health condition
or a (subclinical) neurodevelopmental disorder has a lower
probability of obtaining a higher education,10,11 and on
average has an increased risk of having a child with
CP.12,13
Traditional cohort studies do not account for unob-
served potential confounding factors shared by family
members. By using a family-based matched case–control
design, environmental, genetic, and social factors shared by
first cousins that affect both their own risk of CP and their
parents’ educational level (‘shared confounding’) are con-
trolled for.14 Therefore, if the association between parental
education and risk of CP in children is no longer present
when using a family-based matched case–control analysis,
shared confounding could probably explain the associations
found in previous studies. If the association remains, how-
ever, increasing parental education may either have a causal
effect on risk of CP in the child or unobserved
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confounding factors not shared by first cousins may exist
(‘non-shared confounding’).15
We explored whether increasing parental education
could directly reduce the risk of CP in the child, or
whether shared or non-shared confounding are more likely
explanations of the observed association. Our approach was
to compare overall associations from a cohort design with
associations from a family-based matched case–control
design. In addition, we performed a simulation study to




We used data on 2 643 315 live- or stillborn children reg-
istered in the Norwegian Medical Birth Registry16 from
1967 to 2011. Excluding stillborn children who died in the
first year of life and all multiple births resulted in a cohort
of 2 530 799 singletons (Fig. S1, online supporting infor-
mation). Since we were interested in the role of shared and
non-shared confounding within families, we created two
partly overlapping subcohorts: one consisting of children
whose mothers were full sisters (the children are maternal
first cousins) and one of children whose fathers were full
brothers (the children are paternal first cousins), by use of
family structure information from the historical event data-
base at Statistics Norway.17 The cohort design analyses
included two subcohorts: one including 1 012 329 mater-
nal first cousins (2508 with CP), the other of 1 010 140
paternal first cousins (2435 with CP). Further, in the
maternal first-cousin cohort, we matched each child with
CP (2507 children) to their cousins without CP (8333 chil-
dren), forming 8465 unique maternal first-cousin pairs. In
the paternal first-cousin cohort we matched each child with
CP (2432 children) to their cousins without CP (8196 chil-
dren), forming 8312 unique paternal first-cousin pairs.
These matched pairs were included in the family-based
case–control designs (Fig. S1).
CP status
A person with CP was defined as someone who received a
benefit based on a CP diagnosis (International Classifica-
tion of Diseases, 9th Revision [ICD-9] codes 342–344 or
10th revision [ICD-10] G80–G83) registered in the Nor-
wegian National Insurance Scheme18 from 1967 to 2013,
or who were registered in the Norwegian Patient Regis-
try19 with a CP diagnosis (ICD-10 G80) from a medical
hospital in the period 2008 to 2015 (minimum follow-up
time 4y). To ensure higher specificity in the CP diagnoses
from the Patient Registry, we conditioned on the diagnosis
being registered at least twice.
Parental educational level
Information on educational level of the parents was based
on highest attained education at the end of follow-up
(1st October 2013) from the national education database at
Statistics Norway20 and categorized as ‘low’ (primary or
lower secondary education), ‘intermediate’ (upper sec-
ondary or short non-tertiary education), and ‘high’ (bache-
lor, master, or doctorate degree).
Covariates
Information on maternal and paternal age, parity, year of
delivery, and smoking during pregnancy (yes/no, only
available for children born in 1999 and onwards) was
retrieved from the Medical Birth Registry.
Statistical analyses
We estimated the associations between mothers’ and
fathers’ educational level and the odds of CP in the child
using logistic regression models, reporting odds ratios
(ORs) and 95% confidence intervals (95% CI). In all anal-
yses we adjusted for year of delivery as a continuous vari-
able and included parental age and parity as quadratic
terms. Adjustments were based on a discussion of a direc-
ted acyclic graph (Fig. S2, online supporting information).
Stata version 15.0 (StataCorp, College Station, TX, USA)
was used for the analyses.
In the cohort design, we used a multilevel random inter-
cept logistic regression model to estimate the overall effect
of maternal and paternal education on CP risk in children.
This model accounts for familial clustering both at the
grandparent and parent level by estimating family-specific
random intercepts. The intercepts represent unobserved
factors shared by children of the same mother/father, and
by first cousins, that affect the odds of CP, but that are
assumed to be independent of all the covariates in the
model, including parental educational level.21 Hence, this
design does not account for any factors shared by first cou-
sins that affect both their risk of CP and the probability
that their parents obtained higher education, for example
common genetic or environmental factors in the family.
In the matched case–control design, we estimated the
associations between parental educational level and risk of
CP within cousin pairs using conditional logistic regres-
sion.21 We used robust estimation of variances to account
for clustering of pairs of first cousins originating from the
same grandparents. When estimating the effect of educa-
tional level, only cousin pairs discordant on parental edu-
cation inform the model (all pairs contribute when
estimating the effects of the covariates).15 The model com-
pares the number of cousin pairs where the case (child
with CP) is exposed (parent has intermediate or high edu-
cation) and the control (child without CP) is unexposed
(parent has low education) with the number of pairs where
the case is unexposed and the control is exposed.
What this paper adds
• Children of higher-educated parents had significantly lower odds of cerebral
palsy (CP).
• There was no evidence of difference in risk of CP within first cousins whose
mothers or fathers had different educational levels.
• Association between parental education and odds of CP did not reflect a
causal effect.
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Unlike the random intercept logistic regression model,
the conditional logistic regression model used in the
matched case–control design implicitly controls for all fac-
tors shared by first cousins. The matched case–control
design, however, potentially increases so called ‘non-shared
confounding’ by its very design. When maternal first cou-
sins are discordant on their mothers’ educational level, they
may also differ more on unobserved non-shared factors.15 If
these non-shared factors affect both maternal educational
level and the risk of CP in the child, conditioning on dis-
cordance in maternal education (the criteria for selection)
can increase bias owing to non-shared confounding. For
example, a first-cousin pair could be discordant on their
mothers’ educational level if one mother had a (subclinical)
neurological condition while her sister (mother of the other
cousin) did not. Mothers with a neurological condition will,
on average, be less likely to have higher education and
more likely to have a child with CP.10,12
Simulation study
To assess to what extent non-shared confounding could
affect the results in the family-based matched case–control
design, we performed a simple Monte Carlo simulation
study using simstudy in R version 3.5.1 (R Foundation for
Statistical Computing, Vienna, Austria) (Appendix S1,
online supporting information). Here, we generated sam-
ples of mothers, each with one child, clustered within
grandparent groups. In the simulations, we assumed no
causal effect of maternal education on risk of having a
child with CP. We further assumed that maternal educa-
tional level and risk of CP in the child were affected by a
grandparent effect – shared between maternal first cousins
– and a non-shared unobserved factor. This non-shared
unobserved factor was included as a binary variable and its
prevalence varied in each simulation from 1% to 25%.
The binary factor could represent any environmental or
genetic factor – not shared by maternal first cousins – that
affects both the probability of the mother taking higher
education and the probability of CP in the child. We
assessed it to be more likely that any unobserved non-
shared confounding would result in an overestimation of
the true causal effect rather than an underestimation.
Therefore, we further assumed that the binary factor had
the same effect on maternal education and CP risk as what
we observed for a neurodevelopmental disorder in the
mother in a subsample of our data. Other parameter values
were based on descriptive statistics in the full cohort. In
each simulated data set, we estimated the associations
between maternal education and CP in children using the
matched case–control design (conditional logistic regres-
sion). The aim was to explore how prevalent a non-shared
binary factor would have to be to generate ORs similar to
what we observed when using real data (Appendix S1).
RESULTS
The characteristics of the children included in the first-
cousin cohorts and excluded children (because they did not
have a first cousin in the cohort) were similar, although a
larger percentage of the excluded children were born early
or late in the study period (Table S1, online supporting
information). Among the included children, a slightly
higher proportion of the children with CP were first-born,
and had a mother with low education or who smoked dur-
ing pregnancy compared with children without CP. In the
matched case–control designs, 48% of maternal first-cousin
pairs were discordant on maternal education, while 46% of
paternal first-cousin pairs were discordant on paternal edu-
cation (Table 1).
In the cohort of maternal first cousins, the odds of CP
were lower in children of mothers with intermediate or
higher education than in those of mothers with low educa-
tion (adjusted OR 0.81, 95% CI 0.73–0.90 for intermediate
education, and adjusted OR 0.67, 95% CI 0.60–0.75 for
higher education) (Table 2). In the matched case–control
analysis, estimating the effect of maternal education within
first-cousin pairs, the associations were attenuated (adjusted
OR for high vs low education 0.80, 95% CI 0.64–0.99). In
the cohort of paternal first cousins, an indication of lower
risk was found for children of fathers with higher educa-
tion (adjusted OR 0.75, 95% CI 0.67–0.85), but this asso-
ciation was no longer present in the matched case–control
analysis (adjusted OR 0.96, 95% CI 0.76–1.21).
Simulation study
In the simulation study, we introduced a non-shared binary
confounder with an effect on maternal education and CP
risk like that of a neurodevelopmental disorder in the
mother (observed in a subsample of the data). When
assuming no causal effect of maternal education on risk of
CP in children, we found that, when present in 10% or
more of the mothers, the non-shared binary confounder
yielded associations of similar magnitude to what we
observed in the matched case–control design (Table 3).
DISCUSSION
In the cohort design, children of mothers with higher edu-
cation had lower risk of CP, but the effect was somewhat
Table 1: Difference in maternal/paternal educational level among cousin
pairs in the case–control designs














n % n %
Both low 1117 13 850 10
Low vs intermediate 1808 21 1788 22
Low vs high 507 6 317 4
Both intermediate 1668 20 2693 32
Intermediate vs high 1777 21 1628 20
Both high 1498 18 977 12
Missing data 90 1 59 1
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attenuated in the case–control design, indicating the pres-
ence of shared confounding. The simulation study further
indicated that the remaining effect could be due to non-
shared confounding. Children of fathers with higher educa-
tion had a reduced risk of CP in the cohort design, but
not when comparing the risk within paternal first cousins.
This suggests that the association with the father’s educa-
tion was entirely explained by factors shared within
extended families (shared confounding).
The population-based high-quality registry data of
approximately 1.5 million children, of whom 3714 had CP,
provided new opportunities to explore the relationship
between parents’ educational level and risk of CP in the
child. We compared a traditional cohort design with a
matched case–control study that enabled control for shared
confounding within extended families. We further
expanded on previous analyses by performing a simulation
study to explore the role of confounding in the matched
case–control design.
A family-based matched case–control design removes
some of the potential unmeasured confounding factors
that could create bias in the traditional cohort design,
but some important limitations still exist. A prerequisite
for the family-based case–control design is variation in
the exposure within families. For parental education,
there is more variation between cousin pairs than within,
which reduces sample size. Fewer than 10 000 children
contributed to the estimation of the within-family effects
of maternal and paternal education, which reduced preci-
sion. Further, since the estimate for parental education
was based only on first-cousin pairs discordant on paren-
tal education level, this could create a selection bias due
to non-shared confounding.15 This would occur if there
are unobserved non-shared factors – for example an
underlying health problem in the mother of one cousin
but not the other – that affect both the mother’s educa-
tional level and CP risk in the child. First cousins dis-
cordant on both CP status and their mothers’
educational levels probably differ more with respect to
such unobserved factors than two randomly selected cou-
sins from the population. Hence, estimates from the
matched case–control design could be more biased than
those from the cohort design.15 Further, the observed
effect of education may not be generalizable to cousins
concordant on parental education, although we find the
lack of substantial differences in distribution of included
variables between children in the cohort and case–control
designs reassuring.
Table 2: Odds ratio of cerebral palsy by maternal and paternal education in the cohort and case–control design
Cohort design Case–control design
Crude OR 95% CI Adjusted ORa 95% CI Crude OR 95% CI Adjusted ORa 95% CI
Maternal first cousins
Maternal education
Low 1.00 1.00 1.00 1.00
Intermediate 0.84 0.76–0.93 0.81 0.73–0.90 0.98 0.83–1.17 0.96 0.81–1.13
High 0.75 0.67–0.83 0.67 0.60–0.75 0.85 0.68–1.06 0.80 0.64–0.99
p for trendb 0.00 0.00 0.15 0.05
Paternal first cousins
Paternal education
Low 1.00 1.00 1.00 1.00
Intermediate 0.91 0.82–1.01 0.91 0.82–1.01 1.00 0.84–1.20 1.00 0.83–1.19
High 0.77 0.69–0.87 0.75 0.67–0.85 0.97 0.77–1.22 0.96 0.76–1.21
p for trendb 0.00 0.00 0.82 0.76
aAdjusted for year of delivery, maternal age, and parity in analysis for maternal education, and adjusted for year of delivery, paternal age,
and parity in analysis for paternal education. Only those with full information on educational level and confounders are included in the
adjusted analysis. bThe p-value when including maternal/paternal education as a continuous variable. OR, odds ratio; CI, confidence inter-
val.
Table 3: Odds ratio of cerebral palsy by maternal education by frequency of a binary confounder not shared by maternal first cousins
Case–control design: maternal first cousins
Prevalence of binary non-shared confounder
1% 5% 10% 25%
OR 95% CI OR 95% CI OR 95% CI OR 95% CI
Maternal education
Low 1.00 1.00 1.00 1.00
Intermediate 1.00 0.93–1.08 0.92 0.85–0.99 0.93 0.87–1.00 0.82 0.77–0.88
High 1.01 0.91–1.11 0.93 0.84–1.02 0.82 0.74–0.90 0.76 0.69–0.83
The results are from the simulation study in which we assumed no effect of maternal education on risk of cerebral palsy in children. OR,
odds ratio; CI, confidence interval.
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One limitation of our study was the lack of information
on parental education in the year of delivery. If a CP diag-
nosis in the child affected the mother’s chances of taking
higher education, this could have resulted in reverse causa-
tion and biased our estimates away from the null-value
(OR=1). However, a Danish registry-based study on moth-
ers who had a child in the period from 1965 to 1990 found
only a short-term adverse effect of having a child with CP
on the mother’s educational attainment: no effect was
observed after 10 years.22 Further, a previous study
including children born in Denmark from 1981 to 2007
found a high correlation between parental education in the
year of delivery and at the end of follow-up (Pearson’s cor-
relation 0.9) and a similar association between parental
education and risk of CP for both measures.4 Therefore,
considerable bias due to reverse causation in our study
seems unlikely.
Another limitation was the lack of confirmed CP diag-
noses. The CP registry of Norway23 only includes children
born from 1996 onwards. We therefore had to use data on
CP diagnoses registered in the Norwegian National Insur-
ance Scheme and the Norwegian Patient Registry. A previ-
ous validation study of CP diagnoses in the Insurance
Scheme found an underestimation of mild CP cases,24
while an overestimation of CP diagnoses in the Patient
Registry has been found.25 Whether this misclassification
is differential by parental educational level is not known.4
Overall, however, the prevalence of CP found in our study
is in accordance with what has been reported by the CP
registry since 1996.2,25
We are not aware of previous studies on the association
between parental education and risk of CP that have used
a family-based matched case–control design. Associations
between maternal educational level and other perinatal
outcomes strongly associated with CP – preterm birth and
small for gestational age26,27 – have been explored using
family-based designs. A registry-based Danish study found
no association between maternal education and the risk of
preterm birth among maternal first cousins, and the
authors therefore concluded that a substantial part of the
educational gradient was explained by factors shared by
cousins.28 In the same study, however, the risk of a having
a newborn infant who was small for gestational age
decreased with higher educational level within maternal
first-cousin pairs, but the potential role of non-shared con-
founding was not assessed. Another Danish registry-based
study found that the birthweight of the child increased
with the mother’s years of schooling when comparing chil-
dren by mothers who were twins, thereby concluding there
could be a causal effect of mothers’ education on birth-
weight.29
Despite some indications of a causal effect of maternal
education on other perinatal health outcomes,7 the results
from our simulation study indicated that this may not be
the most likely explanation for the educational gradient in
risk of having a child with CP. In the simulation study, we
found that an unobserved non-shared confounder present
in 10% or more of the mothers – with the same effect on
CP risk as a maternal neurodevelopmental disorder – could
explain the associations observed within pairs of maternal
first cousins. Given that this unobserved confounder would
represent all factors not shared by first cousins affecting
both their probability of CP and the probability of their
mother taking higher education, it seems likely that non-
shared confounding could explain the remaining associa-
tion.
A family-based design provides an opportunity to pose
causal questions related to CP aetiology—an area where
we still lack knowledge. A collaborative effort across the
Scandinavian countries – all of which have national CP
registries with validated diagnoses30 – would increase the
sample size and help levitate the loss of precision seen
when using this type of design. The presented simulation
study provides an example on how to explore the role of
non-shared confounding when using a family-based case–
control design.
Compared with parents with low education, we found a
lower risk of having a child with CP for parents with
higher education. This effect was attenuated when compar-
ing the risks among maternal first cousins, and no longer
present among paternal first cousins. Our results indicate
that the inverse association between parental education and
CP risk is probably to a large extent explained by con-
founding factors shared within the extended family (envi-
ronmental, genetic, or both). A simulation study suggested
that the remaining association among maternal first cousins
could probably be explained by non-shared confounding
factors (for example a chronic condition in one child’s
mother). Hence, we found no convincing evidence of a
causal effect of parental education on risk of CP in the
child. Our findings, however, need replication using larger
samples and other designs.31 Research efforts aimed at
identifying the causal effect of genetic and environmental
risk factors for CP that vary by parents’ educational level
should be expanded and continued.
ACKNOWLEDGEMENTS
This work was supported by the Western Norwegian Regional
Health Authority (to IF), and by the Intramural Program of the
National Institutes of Health, National Institute of Environmental
Health Sciences (to AJW). The funders did not have any role in
the study design; in the collection, analysis, and interpretation of
data; in the writing of the articles; and in the decision to submit
it for publication. The authors have stated that they had no inter-
ests that might be perceived as posing a conflict or bias.
SUPPORTING INFORMATION
The following additional material may be found online:
Figure S1: Selection of study samples.
Figure S2: Directed acyclic graph.
Appendix S1: Simulation study.
Table S1: Characteristics of children in the cohorts of maternal
and paternal first cousins and among excluded children
Parent’s Education and Risk of CP Ingeborg Forthun et al. 5
REFERENCES
1. Sellier E, Platt MJ, Andersen GL, Krageloh-Mann I,
De La Cruz J, Cans C. Decreasing prevalence in cere-
bral palsy: a multi-site European population-based
study, 1980 to 2003. Dev Med Child Neurol 2016; 58:
85–92.
2. Hollung SJ, Vik T, Lydersen S, Bakken IJ, Andersen
GL. Decreasing prevalence and severity of cerebral
palsy in Norway among children born 1999 to 2010
concomitant with improvements in perinatal health.
Eur J Paediatr Neurol 2018; 22: 814–21.
3. Nelson KB, Blair E. Prenatal factors in singletons with
cerebral palsy born at or near term. N Engl J Med
2015; 373: 946–53.
4. Forthun I, Strandberg-Larsen K, Wilcox AJ, et al. Par-
ental socioeconomic status and risk of cerebral palsy in
the child: evidence from two Nordic population-based
cohorts. Int J Epidemiol 2018; 47: 1298–306.
5. Solaski M, Majnemer A, Oskoui M. Contribution of
socio-economic status on the prevalence of cerebral
palsy: a systematic search and review. Dev Med Child
Neurol 2014; 56: 1043–51.
6. Oftedal AM, Busterud K, Irgens LM, Haug K, Ras-
mussen S. Socio-economic risk factors for preterm birth
in Norway 1999–2009. Scand J Public Health 2016; 44:
587–92.
7. Cutler DM, Lleras-Muney A. Education and Health:
Evaluating Theories and Evidence. Cambridge:
National Bureau of Economic Research, 2006.
8. Glymour M, Avendano M, Kawachi I. Socioeconomic
status and health. In: Berkman LF, Kawachi I, Glymour
M, editors. Social Epidemiology. New York, NY:
Oxford University Press, 2014: 17–62.
9. Korzeniewski SJ, Slaughter J, Lenski M, Haak P,
Paneth N. The complex aetiology of cerebral palsy.
Nature Rev Neurol 2018; 14: 528–43.
10. Michelsen SI, Uldall P, Kejs AM, Madsen M. Educa-
tion and employment prospects in cerebral palsy. Dev
Med Child Neurol 2005; 47: 511–7.
11. Case A, Fertig A, Paxson C. The lasting impact of
childhood health and circumstance. J Health Econom
2005; 24: 365–89.
12. Tollanes MC, Wilcox AJ, Lie RT, Moster D. Familial
risk of cerebral palsy: population based cohort study.
BMJ 2014; 349: g4294.
13. Tollanes MC, Wilcox AJ, Stoltenberg C, Lie RT, Mos-
ter D. Neurodevelopmental disorders or early death in
siblings of children with cerebral palsy. Pediatrics 2016;
138: e20160269.
14. Lawlor DA, Leary S, Davey Smith G. Theoretical under-
pinning for the use of intergenerational studies in life
course epidemiology. In: Lawlor DA,Mishra GD, editors.
Family Matters: Designing, Analysing and Understanding
Family-based Studies in Life Course Epidemiology. New
York, NY: OxfordUniversity Press, 2009: 14–38.
15. Frisell T, Oberg S, Kuja-Halkola R, Sjolander A. Sib-
ling comparison designs: bias from non-shared con-
founders and measurement error. Epidemiology 2012; 23:
713–20.
16. Irgens LM. The Medical Birth Registry of Norway.
Epidemiological research and surveillance throughout
30 years. Acta Obstet Gynecol Scand 2000; 79: 435–9.
17. Statistics Norway. The FD-Trygd database, 2018
[Internet]. https://www.ssb.no/en/omssb/tjenester-og-ve
rktoy/data-til-forskning/fd-trygd (accessed 2 August
2018).
18. Norwegian Ministry of Labour and Social Affairs. The
Norwegian Social Insurence Scheme, 2018 [Internet].
https://www.regjeringen.no/contentassets/03b0e088c8f
44a8793ed0c0781556b11/a-0008-e_the-norwegian-socia
l-insurance-scheme_2018.pdf (accessed 10 April 2018).
19. Norwegian Directorate of Health. Norsk pasientregister
- et sentralt helseregister [Internet]. https://helsedirek
toratet.no/norsk-pasientregister-npr (accessed 18 April
2018).
20. Statistics Norway. Norwegian Standard Classification of
Education Revised 2000. Statistics Norway, 2001.
21. Rabe-Hesketh S, Skrondal A. Multilevel and longitudi-
nal modeling using Stata. Volume II: Categorical
Responses, Counts, and Survival. College Station, TX:
Stata Press, 2012.
22. Michelsen SI, Flachs EM, Madsen M, Uldall P. Paren-
tal social consequences of having a child with cerebral
palsy in Denmark. Dev Med Child Neurol 2015; 57:
768–75.
23. Andersen GL, Irgens LM, Haagaas I, Skranes JS,
Meberg AE, Vik T. Cerebral palsy in Norway: preva-
lence, subtypes and severity. Eur J Paediatr Neurol 2008;
12: 4–13.
24. Moster D, Lie RT, Irgens LM, Bjerkedal T, Markestad
T. The association of Apgar score with subsequent
death and cerebral palsy: a population-based study in
term infants. J Pediatr 2001; 138: 798–803.
25. Hollung SJ, Vik T, Wiik R, Bakken IJ, Andersen GL.
Completeness and correctness of cerebral palsy diag-
noses in two health registers: implications for estimat-
ing prevalence. Dev Med Child Neurol 2017; 59: 402–6.
26. Tronnes H, Wilcox AJ, Lie RT, Markestad T, Moster
D. Risk of cerebral palsy in relation to pregnancy disor-
ders and preterm birth: a national cohort study. Dev
Med Child Neurol 2014; 56: 779–85.
27. Stoknes M, Andersen GL, Dahlseng MO, et al. Cere-
bral palsy and neonatal death in term singletons born
small for gestational age. Pediatrics 2012; 130: e1629–
35.
28. Mortensen LH. Socioeconomic inequality in birth
weight and gestational age in Denmark 1996–2007:
using a family-based approach to explore alternative
explanations. Soc Sci Med 2013; 76: 1–7.
29. Bingley P, Christensen K,Myrup Jensen V.Parental
schooling and child development: learning from twin
parent. Working paper 2009; No. 7, Det nationale
Forsknings- og Analysecenter for Velfærd, Aarhus,
2009.
30. Alriksson-Schmidt AI, Jeglinsky-Kankainen IFD, Jahn-
sen R, Hollung SJ, Andersen GL, H€agglund GV
Flaunting our assets. Making the most of the Nordic
registry goldmine: cerebral palsy as an example. Scand J
Public Health 2020; 48: 113–8.
31. Lawlor DA, Tilling K, Davey Smith G. Triangulation
in aetiological epidemiology. Int J Epidemiol 2016; 45:
1866–86.
6 Developmental Medicine & Child Neurology 2020
